Introduction: Deliberation over euthanasia has been enduring for an extended period of time. On one end, there are populaces talking for the sacrosanctity of life and on the other end, there are those, who promote individual independence. All over the world professionals from different areas have already spent mammoth period over the subject. A large number of cases around the world have explored the boundaries of current legal distinctions, drawn between legitimate and nonlegitimate instances of ending the life. The term euthanasia was derived from the Greek words "eu" and "thanatos" which means "good death" or "easy death." It is also known as mercy killing. Euthanasia literally means putting a person to painless death especially in case of incurable suffering or when life becomes purposeless as a result of mental or physical handicap. Objective: To study the attitude of doctors toward euthanasia in Delhi. Methodology: It was a questionnaire based descriptive cross-sectional study carried out between July 2014 and December 2014. The study population included Doctors from 28 hospitals in Delhi both public and private. Equal numbers of doctors from four specialties were included in this study (50 oncologists, 50 hematologists, 50 psychiatrists, and 50 intensivists). Demographic questionnaire, as well as the Euthanasia Attitude Scale (EAS), a 30 items Likert-scale questionnaire developed by (Holloway, Hayslip and Murdock, 1995) was used to measure attitude toward Euthanasia. The scale uses both positively (16 items) and negatively (14 items) worded statements to control the effect of acquiescence. The scale also has four response categories, namely "defi nitely agree," "agree," "disagree," and "defi nitely disagree." The total score for the EAS was generated by adding all the sub-scales (question's responses). The demographic questionnaire and EAS, a 30 items Likert-scale questionnaire developed by (Holloway, Hayslip and Murdock, 1995) was distributed among the study population to assess the clarity and adequacy of the questions. Reliability and content validity of the questionnaire were established. Reliability was calculated by "Cronbach Alpha" and the value computed was 0.839 the pilot study was conducted in a subset of 30 persons from the same study universe. Data were analyzed using Stata 11.2 and all the P < 0.05 were considered as statistically signifi cant. Association of categorical variables among the groups was compared by using Chi-square/Fisher's exact test. Student's t-test was used to compare mean values in the two independent groups, and one-way ANOVA was used for more than two groups. A total of 200 questionnaires were returned out of 400, giving a response rate of 50%. Analysis and Results: Our study provided the evidence that all doctors who responded to the questionnaire knew term euthanasia. This could be due to the fact that these professionals are in close association with issues pertaining to euthanasia in their day to day work. No signifi cant difference seen in the attitude of doctors of different age group toward euthanasia, although younger doctors endorse robustly for euthanasia. This may be because younger doctors are open for addressing these debatable issues proactively. We found no association between gender and attitude toward euthanasia in our study.
Introduction
Deliberation over euthanasia has been enduring for an extended period of time. On one end, there are populace stalking for the sacrosanctity of life and on the other end, there are those, who promote individual independence. All over the world professionals from different areas have already spent mammoth period over the subject. A large number of cases around the world have explored the boundaries of current legal distinctions, drawn between legitimate and nonlegitimate instances of ending the life. [1] There are 2 main forms of euthanasia, namely; active euthanasia which is a positive merciful act to end useless sufferings and a meaningless existence. [2] On the other hand, passive type is to discontinue or not use extraordinary life-sustaining measures to prolong life. [2] The deliberation on euthanasia has now become increasingly important as countries such as The Netherlands, Canada, Oregon, Belgium, and Columbia support euthanasia. Globally laws around the world differ and are constantly subject to changes as alteration in cultural values, better palliative care and treatment becomes available.
The term euthanasia was derived from the Greek words "eu" and "thanatos" which means "good death" or "easy death." It is also known as mercy killing. Euthanasia literally means putting a person to painless death especially in case of incurable suffering or when life becomes purposeless as a result of mental or physical handicap. [3] The purpose of life is to be happy and to make others happy if possible, to grow old gracefully, and to die with dignity. Hence, the question of euthanasia arises on three occasions. [4] • At the beginning of life (at birth) • At the end of natural life (terminal stage) • When a person is severely impaired as a result of brain damage (unforeseen mishap).
At birth
In case of physically and mentally handicapped infants decision rests with the parents or the doctors aided by the law of the land. [5] The decision should be based on the quality of life the child can expect and its consequent impact on the parents, society and the resources of the state and also care of the child after the death of the parents. In The Netherlands neonatal and infant deaths preceded by the intentional administration of life-shortening drugs are known to take place, although rarely. [6] At terminal stage The dying conscious patient can give his own consent to continue or stop the on-going treatment if he/she wishes to. [7] Unforeseen mishap When a person is severely impaired as a result of brain damage either due to violence, poisoning or natural causes where the brain suffers from hypoxic brain damage from, which it cannot recover irrespective of the treatment given his life can be sustained by artificial means, but only in a state of suspended animation. This gives rise to the confusion whether the treatment is prolonging life or death. In such cases, he/she may be allowed to die in comfort and with dignity.
Types of euthanasia: [3] • Active • Passive also known as letting die • Voluntary • Involuntary • Nonvoluntary.
Active euthanasia
It means a positive merciful act to end useless sufferings and a meaningless existence. It is an act of commission for example by giving large doses of a drug to hasten death.
Passive euthanasia
Implies discontinuing or not using extraordinary life-sustaining measures to prolong life. Others include the act of omission, such as failure to resuscitate a terminally ill or incapacitated patient, for example, a severely affected newborn with hypoxic ischemic encephalopathy. Other methods include discontinuing a feeding tube, denying life-extending operation, or medications.
"Letting die" means to give way to an on-going inner-organism process of disintegration, without supporting or substituting vital functions. Therefore, the extubation (removal from a ventilator) of an incurably ill patient, though a physical action with subsequent death, is not killing in its proper meaning. The extubation does not produce the effect of death; it only influences the time of its occurrence. The lethal injection kills both the ill, as well as the healthy person. The discontinuation of life-sustaining treatment, however, only causes the death of the mortally ill, whereas on the healthy individuals it would have no effect at all.
Voluntary
When the euthanasia is practiced with the expressed desire and consent of the person concerned. [8] Nonvoluntary When it is practiced without the scope to make the desire of the subject available. [8] This includes cases where:
• The person is in a coma • The person is too young (e.g., a very young baby) • The person is demented • The person is intellectually disabled to a very severe extent • The person is severely brain damaged • The person is mentally disturbed in such a way that they should be protected from themselves."
Involuntary
When the euthanasia is practiced against the will of the person.
Euthanasia cannot be compared to assisted suicide because in assisted suicide, the third party only assists in the termination of life by a person, and he does not per se terminate the life. However, in case of euthanasia the third party is actively involved in the termination of life by means of his act or omission. While assisted suicide refers to the self-termination of life, euthanasia refers to the termination of life by the intervention of a third person. Further suicide may be committed for various reasons ranging from family to financial, societal to medical and so on. However, euthanasia, in its strict sense, is confined to the cases where a person is in a serious medical condition.
Assisted suicide: Someone provides an individual with the information, guidance, and the means to take his or her own life with the intention that they will be used only for this purpose. When it is a doctor, who helps another person to kill themselves, it is called "physician-assisted suicide or doctor-assisted suicide." [3] In doctor assisted-suicide, the doctor provides the patient with relevant medical information (i.e., discussing painless and effective medical means of committing suicide), enabling the patient to end his/her own life.
The objective of the present study was to study the attitude of doctors toward euthanasia in Delhi.
Methods
Sample and procedure It was a questionnaire based descriptive cross-sectional study carried out between July 2014 and December 2014. The study population included doctors from 28 hospitals in Delhi both public and private. Equal numbers of doctors from four specialties were included in this study (50 oncologists, 50 hematologists, 50 psychiatrists, and 50 intensivists). The demographic questionnaire, as well as the Euthanasia Attitude Scale (EAS), a 30 items Likert-scale questionnaire developed by (Holloway, Hayslip and Murdock, 1995) was used to measure attitude toward Euthanasia. The demographic questionnaire and EAS, a 30 items Likert-scale questionnaire developed by (Holloway, Hayslip and Murdock, 1995) was distributed among the study population to assess the clarity and adequacy of the questions. Reliability and content validity of the questionnaire were established. Reliability was calculated by "Cronbach Alpha" and the value computed was 0.839 the pilot study was conducted in a subset of 30 persons from the same study universe.
The scale uses both positively (16 items) and negatively (14 items) worded statements to control the effect of acquiescence. The scale also has four response categories, namely "definitely agree," "agree," "disagree," and "definitely disagree." In order to quantify the items, numbers that range from 4 to 1 were given to the positive items. Numbers for the negative items have been reversed. The scale provides a total score, which may range between 30 and 120, with scores between 75 and 120 indicating endorsement of euthanasia and scores <75 as an indication of a negative attitude toward euthanasia. The total score for the EAS was generated by adding all the sub-scales (question's responses).
Data were analyzed using Stata 11.2 and all the P < 0.05 were considered as statistically significant. Association of categorical variables among the groups was compared by using Chi-square/Fisher's exact test. Student's t-test was used to compare mean values in the two independent groups, and one-way ANOVA was used for more than two groups.
Analysis and Results
Purposive sampling was carried out. Of 400, 200 questionnaires were returned, giving a response rate of 50%. All the respondents were aware of the term euthanasia.
As shown in Table 1 , the mean of the total scores for the EAS was found statistically significant (P = 0.03) among doctors (oncologists, psychiatrists, intensivists, and hematologists). Mean score of EAS for oncologist and hematologist are 73.4 and 72.2, respectively, which signifies that oncologist do not endorse euthanasia while mean score of EAS for psychiatrists and intensivists are 87.4 and 86.6 while signifies that they strongly endorses euthanasia.
As seen in Table 2 no significant difference is seen in the attitude of doctors in different age groups toward euthanasia, (P = 0.09) by using one-way analysis, although doctors' in the age group 30-40 years endorses strongly for euthanasia.
Similarly, there was no significant difference observed in the attitude of professional groups of the opposite sex toward euthanasia (P = 0.95) as seen in Table 3. 81% psychiatrists, 75% intensivists, approves that terminally ill person in severe pain deserves the right to have his/her life ended in the easiest way possible however, 65% oncologist and 57% hematologists disagree with the same (P = 0.02). 75% of the psychiatrist, 71% intensivist, 52% oncologist and 50% hematologists supports a doctor's decision to reject extraordinary measures if a patient has no chance of survival however of the nurses disagree with it (P = 001).
80% of the oncologist, 76% Hematologist, 65% psychiatrist and 54% intensivist believe that the administration of a legal dose of some drug to a person in order to prevent him from dying an unbearably painful death is unethical. 77% of the oncologist, 52% of hematologist 50% of the psychiatrist and 50% intensivists disagree with the view of inducing death for merciful reasons (P = 0.03). 77% intensivists and 62% psychiatrists are against forceful parenteral feeding for terminally ill patients, 55% oncologist and 53% hematologist disagree with this view (P = 0.02). 62% Oncologist and 55% Hematologist are of the opinion that the termination of a person's life, done as an act of mercy, is unacceptable to them, whereas psychiatrists, intensivists are equivocal in this view (P = 0.60).
Discussion
Our study provided the evidence that all doctors who responded to the questionnaire knew term euthanasia. This could be due to the fact that these professionals are in close association with issues pertaining to euthanasia in their day to day work. No significant difference seen in the attitude of doctors of different age group toward euthanasia, although younger doctors endorse robustly for euthanasia. This may be because, younger doctors are open for addressing these debatable issues proactively.
We found no association between gender and attitude toward euthanasia in our study. Our results were similar to the study by Kamath et al., where they found no difference in the attitude among doctors of different age group and opposite sex similar to our study. [9] Similarly, [2] in their study found no significant correlation between the attitude of elderly people toward euthanasia and variables like gender.
It is evident from our study that oncologists, hematologist, psychiatrist, and intensivists do not support active euthanasia at all. There is a strong voice in support of voluntary passive euthanasia among psychiatrists and intensivists in our study. However, oncologists and hematologists are not in favor of passive euthanasia. Our findings resonate with the study by Cohen et al. in the year 1994 who found that hematologists About 87% of oncologists and 82% hematologists believe that no action should be taken to induce death even if death is preferable to life in a terminally ill patient whereas, 74% of the psychiatrist and 63% of the intensivist disagree with the same (P = 0.03).
74% of psychiatrist 72% intensivists, support the practice of comfort measures only and allow dying in peace without further life-prolonging treatment, whereas 81% of the oncologist and 77% hematologists disagree with the view (P = 0.02). 90% intensivists, 88% psychiatrist 82% oncologists, and 80% hematologists are against keeping a brain dead person alive with proper medical care (P = 0.001).
80% psychiatrists, 77% of intensivists were of the opinion that a person with a terminal and painful disease should have the right to refuse/reject life-sustaining/support treatment, however 67% oncologists and 61% hematologists do not hold the same opinion (P = 0.01).
86% of psychiatrists, 70% intensivists, 68% of the oncologist and 54% hematologists are of the view there should be no ill feelings toward a person who hastens the death of a loved one to spare them from further unbearable pain (P = 0.004).
82% of the oncologists, 72% hematologists, 60% of the psychiatrists and 59% intensivists are of the view that there should be legal possibilities by which an individual could preauthorize his/her own death, should intolerable illnesses arise (P = 0.01). and oncologists were most likely to oppose euthanasia and psychiatrists were most likely to support these practices. [10] In another study Glebocka et al., who found that the attitude toward a passive form of euthanasia seems to have broader support among Polish physicians, nurses, and people who have no professional experience with the terminally ill. They also concluded that doctors, particularly tend to approve the passive form of euthanasia. The active euthanasia was less favored and physicians, in particular, appeared to disapprove of it. [11] In another interesting study done in the year 2011 by Yun et al. it is established that oncologists have a negative attitude toward euthanasia and physical associated suicide. [12] All the doctors viz: Oncologists, hematologist, psychiatrists, and intensivists consider active euthanasia as unethical in our study. Opinion of the health professionals on active euthanasia vary widely between countries. [6] The study by Cuttini et al. showed that more than half of the doctors in The Netherlands and only a quarter in France favored legalizing active euthanasia. It was even less acceptable in other European countries as Lithuania and Sweden.
Oncologists and hematologist do not support patient's choice and their rights. They believe that terminally ill patients should not have the right to end their life, and to reject any life-sustaining/support/additional/extraordinary treatment. This finding of our study is in consonance with the study carried out in U.S in the year 2000 by Emanuel et al. in which it is evident that requests for euthanasia are likely to decrease as training in end of life improves, and the ability of physicians to provide this care is enhanced. [13] Doctors of all specialties mentioned in the study are of the view that there should be legal avenues by which an individual could choose to make advance directives, which allow the individuals to express and document their treatment preferences at the time when they are competent and to inform health care professionals how they would like to be treated in case of incompetency. [14] In our study, intensivists and psychiatrists support the practice of comfort measures only and allow dying in peace without further life-prolonging treatment, whereas oncologists and hematologists are against this view. This could be interpreted as oncologists are trained for treating terminally ill patients and support palliative care. An interesting study conducted by Bendiane et al. (2003) found that French doctors wanted euthanasia to be legalized. This opinion was more common among the general practitioners and neurologists than the oncologists, who were more experienced in end of life care, better trained in palliative care, and show greater comfort and better communication with terminally ill patients. Gielen et al. showed that physicians working in palliative care in Delhi favor the practice of painkillers such as morphine and palliative sedation to keep the patient comfortable. This shows that attitude of doctors toward various components of euthanasia varies with their training and their experience of caring in for terminally ill patients. [15] Recommendations There is a strong voice in support of voluntary passive euthanasia among psychiatrists and intensivists though oncologist and hematologists are not in favor of passive euthanasia. The majority of doctors of different specialties viz: Oncologists, hematologists, psychiatrists, and intensivists considered active euthanasia as unethical in our study. We recommend exploring advanced directives like "Do Not Attempt Resuscitation" in a terminally ill patient, or decision regarding use of life-saving treatment in specific illnesses where capacity or consent may be impaired, which are widely practiced in the United Kingdom. In addition, we recommend development of robust palliative care guidance to control pain and suffering of terminally ill patients. [3, [14] [15] [16] 
Direction for Future Research
This study examined the attitudes of oncologists, hematologists, psychiatrist, and intensivists of our society. However, the viewpoints of doctors of various other specialties viz: Pediatrics, neurosurgeons, general physician, surgeons on euthanasia should be sought in order to get a comprehensive view of the topic concerned. Upcoming research should try to discourse these limitations. The results of this study have important implications on doctors and policy makers. Despite the lack of consensus on some issues, a substantial number of responders believe that voluntary passive euthanasia should be supported by a legal system of our country.
We propose larger study at the national level to scrutinize the acceptability of voluntary passive euthanasia among wider population including terminally ill individuals, and this would help the lawmakers to shape the future of Euthanasia in our Country.
Strengths
Our study has several strengths. We used validated questionnaire like EAS to measure the attitude toward euthanasia. The population sample included doctors from various specialties who are directly or indirectly related to decision making around Euthanasia.
Limitations
One of the key limitations of our study was that we did not take the views of nurses, patients, and their family members. The other issue is that the outcomes of this study cannot be generalized as this study conducted was in one of the city of Indi a.
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